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It has been recognised for many years that patients with chronic parenchymal liver disease are malnourished. Dr Roger Williams and his colleagues at King's were one of the first to formally document nutritional status in their patients when O'Keefe et al' reported that significant numbers of their patients had clinical, biochemical, haematological and immunological variables thought to be indicative of protein calorie malnutrition. Furthermore their data showed links between malnutrition, anergy, sepsis, and mortality, suggesting that efforts to improve nutritional status might improve prognosis by reducing the known high incidence of infective complications. Subsequently other workers have confirmed these findings.2 At Central Middlesex Hospital, Keohane et al found a marked similarity between the nutritional status of patients admitted for management of complications of cirrhosis and those patients without liver disease who in the opinion of the nutritional support team required nutritional support. 4 Impaired dietary intake is almost certainly one ofthe principal causes for nutritional deficiencies in patients with chronic liver disease."4 Documented mean protein and caloric intake was as low as 47 g/d and 1320 kcal/d2I respectively. Reduced nutrient intake may arise as a result of associated anorexia and nausea and also because dietary protein intake is often restricted for therapeutic reasons as part of the management of hepatic encephalopathy.'
Evidence is accumulating which suggests that nutritional deficiencies also arise because of impaired digestion and absorption of nutrients. Exocrine pancreatic insufficiency has been shown in patients with cirrhosis7 as well as malabsorption of D-xylose, thiamine, folic acid, and fat.8 Because of the central role of the liver in nutrient metabolism, requirement levels for most nutrients change in liver failure and in some instances, non-essential nutrients that are normally synthesised or activated by the liver can become essential, such as choline and vitamin D.9 As the liver also acts as a store for many vitamins, increased urinary losses contribute to deficiencies. Nutritional support in the presence of hepatic encephalopathy: the dilemma It is a feature of the natural history of the disease that many patients with cirrhosis develop hepatic encephalopathy and coma at some stage during the course of their illness. As defective hepatic metabolism of protein, with the accumulation of nitrogenous compounds in the bloodstream, has been implicated in the aetiology of encephalopathy, it has been customary to restrict dietary protein intake even in malnourished patients. This might well exacerbate the problem in the long term, however, as protein deficiency leads to infections'6 and infection is one of the most common precipitating causes of encephalopathy. 17 During the last 15 years much research has been directed towards examining the role of altered amino acid metabolism in the pathogenesis of hepatic encephalopathy, in particular the relation between imbalances ofplasma amino acid profiles and brain false neurotransmitter synthesis. New approaches to the management of malnutrition and the treatment of encephalopathy in patients with cirrhosis has emerged based on the use of branched chain enriched amino acid formulations.
NUTRITIONAL SUPPORT STRATEGIES
The literature pertaining to nutritional support of patients with liver disease is not easy to comprehend, because of the heterogeneity of the patient groups studied, differences in the aims and goals of the studies, differences in nutritional regimens prescribed and disagreements about end point objectives. Clinic, based on indirect calorimetry, have failed to show increased energy expenditure during the first week after liver transplantation.47 The King's Unit are currently turning their attention to assessing nutritional status in their patients with end stage liver disease undergoing transplantation. This has been an important step to take. Recent studies do highlight how malnutrition is present preoperatively in these patients. 48 Aggressive nutritional support will probably benefit outcome, and preliminary data certainly from America already indicate how the length of stay in the Intensive Care Unit can be shortened by instituting early postoperative nutrition.49
